is not the place, even if it were the time, to discuss such questions; and moreover, the British Dental Association may-safely be trusted to watch over them. I shall therefore, without further comment, suppress my strong personal feelings, and proceed with the business of the evening.
In the first place I have to express my regret that I have found it quite impossible to concentrate my mind, during these troublous times, upon a subject of purely scientific interest, which might fulfil all the traditional requirements of a Presidential Address.;. If therefore the few, somewhat desultory remarks that I venture to make by way of apology for such an address fail to interest you, I must plead the all absorbing topic of the War as my defence, and beg that you will extend to me your kind indulgence.
From all I have seen and read of jaw injuries in this War, and from the limited number of gunshot cases that I have personally treated, I should imagine that the time is not ripe yet to express a final judgment upon the various methods of treatment which have been adopted or advocated. Those of us who have had much experience of general hospital practice have seen and treated many jaw injuries, and possibly our treatment of some of them, as in the case of fractures, may have become somewhat stereotyped. But all of us, I think, must admit that the results of gunshot injury in this War have very considerably altered our methods of treatment. More especially is this so in cases of fracture of the jaw. In these cases we see great comminution of bone, splintering of teeth, extensive laceration of soft tissues, and the common supervention of sepsis. And these complications in conjunction serve to modify greatly the methods of treatment formerly pursued in civil practice. For an example let me cite the use of mouth splints. In civil practice it is, and always has been, the aim of the dental surgeon to immobilize a fracture of the jaw by an interdental splint, at the earliest possible moment, thereby converting a compound fracture, as it is, with attendant risks of suppuration, into a simple fracture; and by the immobility obtained allowing rapid healing of the torn soft tissues, as a protection against sepsis. Now, owing to the severe and smashing nature of the injury to both hard ond soft tissues, and the association of septic conditions in the wound fropm the outset, treatment by immediate splinting, interdental, or otherwipe, is necessarily delayed until such time as the septic inflammation is either past, or greatly allayed. In some cases the swelling and sloughing of the wound is so extensive as to prevent the possibility of any form of interdental splinting being applied at all. I have seen more than one such case of multiple fracture recover, with complete restoration of masticatory function, under no other treatment throughout than free drainage and antiseptic lavage of the wound, combined with the external support of gauze padding and bandage-a lesson, it may be said, to any dental surgeon in a hurry to apply mechanical treatment, in Nature's powers of repair if unimpeded.
For another example of the differences in treatment, as seen in civil and war practice, I turn to the forms of mouth splints in use. The Hammond splint, a wire interdental splint, much in favour in the treatment of fractures of the body of the mandible in civil practice, is now much less used in war practice. Tooth capping plates cemented on the teeth appear to have superseded it, as both simpler to make and easier to apply. Although the risk of altering the " bite " by a cappingplate is ever present, it may be regarded as almost negligible when care is exercised.
The Gunning splint of single, rather than double, form, either made of vulcanite or metal, appears to keep its place in war practice, as in civil practice, as a most useful means of immobilizing fractures of both jaws. Its tendency to hold food and impede the free flow of discharges does not appear to promote sepsis to any but a very slight extent, owing no doubt to the greater care that is now taken in the nursing of the case by means of frequent antiseptic douches. Even the unpleasant odour of vulcanite in the presence of suppuration, or the still worse odour of the silver, or alloy splints, is readily overcome by douchings and deodorants.
In the many and various devices for splinting fractures as seen in this War " necessity is the mother of invention." Besides the splints of civil practice like the Hammond, the Gunning, and the Kingsley, other forms of fixation have been borrowed from orthodontic practice and dental mechanics generally. In fact there are no limits to the varied ingenuity that a skilful dentist may display in his work. One form of fixation of fracture of the mandible-viz., wiring the bone-does not appear to have found favour with surgeons or dental surgeons in this War, doubtless owing to the septic nature and greater comminution of gunshot fractures. In civil practice in the past, jaw-bone wiring had few advocates at best. I confess I was never one of them.
To take another example in a comparison of civil and war practice. A prominent feature in war practice is the care taken to save every bony fragment in a multiple and comminuted jaw fracture, except such as is obviously in a state of necrosis or sequestration. It was formerly asserted that the mandible was more prone to necrosis in comminuted fracture than the maxilla, owing to an alleged poorer blood supply. This War has shown us cases of multiple fractures of the mandible uniting most satisfactorily. I recall at the moment a case in which the mandible showed in the radiograph five lines of fracture at the angle. Any one of the loose fragments could easily have been removed, and doubtless would have been removed some years ago, in order to prevent the onset of probable necrosis. Nevertheless the parts became adherent, and the angle was perfectly restored both as regards appearance and function some four months afterwards.
Whilst war practice has taught us to save bone fragments, it has dealt hardly with the teeth. Many teeth, both near to and remote from the lines of bone fracture, have had to be removed to obviate delay in bony union, some as a result of fracture in themselves, others of loosening, and others again which were the subjects of septic pulp or periodontal inflarnmation.
Differences of opinion among dental surgeons prevail as to the question of septic teeth. Some limit the operation of extraction to the teeth immediately adjacent to the fracture; others freely extract all teeth to which the term " septic " can be applied. In civil practice we must often have seen fractures of the maxilla and mandible unite, within an average period of from six to eight weeks, where no teeth, either clean or septic, have been removed. In cases of delayed union we have commonly found a loose tooth, or a root in the line of fracture, -to be the cause. Furthermore, we have probably noticed that the extraction of the tooth on either side of the line of fracture, in a crowded dental arch, diminished the risk of delayed union from loose teeth, and prevented the after-formation of a gum pocket. But war practice has modified one's attitude towards the extraction of teeth. Our Curator, Mr. J. F. Colyer, has lately demonstrated to us certain cases of delayed union of fractures caused by septic teeth. Teeth, apparently remote from the line of fracture, were found to be directly in connexion with it by means of fissures running through the bone. This condition was quite unsuspected and could only be observed in a radiograph. In future, therefore, we must pay more attention to the position of septic teeth in relation to the fracture, and our chief assistance will be found in a clear and well-taken radiograph.
Before leaving the subject of fractures, I should like to institute one more comparison between civil and war practice, in a reference to frac-ture of the ramus. Here I venture to think that the treatment for once coincides. 'In civil practice I have never found it practicable, or even necessary, to apply any form of internal mouth splint for fracture of the ramus. I have seen excellent results follow upon treatment by external support only, such as pad, bandage, and a metal chin splint of aluminium or tin, which can either be made by the dentist or procured from the surgical instrument maker. In war practice I have seen similar good results follow upon the same treatment.
Another class of injury, but seldom seen in civil practice although quite common in war, is that in which a considerable portion of the body of the mandible is lost. We are all aware of the ghastly deformity which so frequently results from the ends of the bone falling together, and uniting either by fibrous tissue or bone. We recognize the loss of all dental occlusion, as well as the impossibility of restoring it by mechanical means. Most of the models shown at our recent meetings illustrate the belated attempts made by dental surgeons to prevent permanent deformity, by expanding the contracted arch before complete osseous union has occurred. We dental surgeons are all agreed that the sooner we can be called in to treat such cases the better is the outlook for the patient. I need not trouble you with the details of treatment, as both principles and details are well known to you. What I desire to refer to more particularly, in these cases of considerable loss of bone, is the question of the patient's future. In one case we see the mandibular arch contracted and deformed to such an extent that any dental occlusion is impossible. In another case we see the mandible in two portions both freely movable upon their condylar joints, and upon one another, the free ends remaining connected by a fibrous band. Both conditions' mean for the sufferer a miserable existence, and a minced diet for life. There is a chance of improvement in the second case, or that of fibrous union, provided sufficient jaw rigidity can be obtained by a bridge fixed to the teeth. In the absence of conditions favourable for bridgework, we are obliged to have recourse to a form of removable denture which spans the space between the bone ends by fitting into it. Not a satisfactory arrangement for masticating anything beyond soft food, and an extremely irksome apparatus to wear when one portion of the mandible contains no teeth to which it can be fitted or capped. I have had examples of both these cases under my observation for varying periods of years. In the case of osseous malunion no dentures that could offer the -slightest masticatory value were possible owing to the greatly contracted and V-shaped nature of the mandible. The encroachment upon the tongue space was met by a shrinkage of the tongue itself, thus obviating an additional misery for the sufferer.
In the cases of fibrous union, bridgework, where applicable, gives great comfort from the jaw rigidity and masticatory powers that it affords, but, of course, there are limits to its longevity. An example of fibrous union in which bridgework was impossible has been under my observation for upwards of fifteen years. An interest attaches to the case in that the patient always looks well nourished despite the fact that the mandibular portions are freely movable and remain separated from one another by a space of an inch and a half on one side. No apparatus has succeeded in establishing anything like rigidity in the jaw. The best that has happened has been a steadying power and help to the muscles in co-ordinating movements of the jaw. Of several dentures tried, the one that has answered best has been one of vulcanite with the block fitting into the space faced with soft rubber. This soft rubber has required renewal on three occasions during fifteen years. In cases where only a small loss of bone has occurred -e.g., an inch or under-especially if it is in the region of the symphysis, I should allow the bone ends to unite by osseous tissue, and afterwards endeavour to correct the appearance and "bite" by means of a denture. But the whole question of treatment turns upon the success or non-success of bone-grafting. Given a successful means of bone-grafting no one would allow mal-union of any kind to occur. And if by chance mal-union had occurred, an operation for refracture, or for refreshing the bone ends, would be undertaken preparatory to fixing a graft. I watch with great interest, therefore, the attempts at bone-grafting that are being made. I have no personal experiences to relate, but if a choice of bone from which to take a graft were forced upon me, I should elect for my tibia rather than for my rib.
Preferably, however, I should like a graft taken from a young bone. Time will not permit of my touching upon the vast subject of treatment of maxillo-facial deformities caused by this War. Plastic' surgery in the hands of the skilful surgeon, assisted by mechanical art on the part of the dental surgeon-and we must not forget to add in this connexion the wig maker and glass-eye makerwill do much in the future for the relief and improvement of these distressing cases. I merely mention the subject in the hope that members will be able at future meetings to show patients exhibiting successful results.
In concluding these remarks, which I fear have been somewhat discursive, I am conscious that, to those of you who are daily engaged in war practice, they may appear to demonstrate the obvious. I must beg forgiveness, on the ground that my zeal, in relating personal experiences, has outrun what may be termed my presidential discretion. I feel that I am still a student, and have much to learn from the experience of others in war work; hence I look forward with pleasure to my period of office, as your President, as a fitting opportunity for an increase of knowledge.
A Report on the Inter-Allies Dental Congress, held in Paris, November, 1916, was presented and read by Mr. T. A. CoYsH.
